referred back to his general practitioner, the care of that patient was the responsibility of his general practitioner. Domiciliary consultation: Dr Sowry felt that the general practitioner should be present, if possible, at all domiciliary consultations. This was important for the patient since he derived greater confidence from the fact that the two doctors concerned could meet and discuss his problems on a mutual basis. The fact that the consultation took place in the patient's home was potentially of great benefit to the patient. It was unfortunate that the general practitioner derived no fee from this type of consultation whereas the consultant did.
Admission to hospital: Obviously, the patient who needed urgent admission for severe or complicated conditions requiring sophisticated diagnosis and treatment should present no real problem of admission to the general practitioner. When patients were admitted for social reasons it was important that the general practitioner made this quite clear in any referral letter to his consultant colleague. The consultant had a special duty in relation both to the general practitioner and to the patient when a patient was admitted as an emergency off the street, from work, or from a 999 ambulance call, since often the general practitioner had no knowledge that the patient had been admitted to hospital. The lack of incentive, or even the negative incentive, for general practitioners to treat patients at home led in time to rationalization of the need for their admission to hospital. Dr Sowry gave every encouragement to the general practitioner to visit his patients whilst in hospital.
Dr Robin Steel (Worcester) spoke as a general practitioner though he said he had seen both sides of the coin, as he had also worked as a consultant in hospital. He 
